encourages the patient, who feels his problems are understood, it aids communication and it helps to direct efforts towards a common and realistic goal. Action As a result of adequate assessment, the necessary aids and appliances, house modification or social support (e.g. home help, meals on wheels, sheltered employment) can be determined. The general practitioner may not play a major role in the gathering of information, but he should be able to co-ordinate activities and help in decisions or, if he cannot do so, he should know who will do this and what is decided. Sometimes it will be done in hospital, or at a distant rehabilitation centre. The general practitioner will not always be able to contribute, but his involvement is always possible and necessary to some degree.
Behaviour
Those with a severe disability tend to become isolated, and well-meaning but misdirected attempts to help may accentuate this. The disabled wish to be active and to contribute to society as much as those who are not disabled.
Disabled people come in all sizes, shapes and colours, with about the same proportion of saints and sinners as in the general population. The fact that some are more realistic, frank, equable and reliable than their able-bodied cousins, and others (though perhaps proportionately fewer) quite the reverse, is not always recognized. We all have human needs as groups and as individuals. The physical needs of individuals are usually met, but emotional needs are often forgotten. Prominent among these needs is the wish to belong to the group, and yet to satisfy individual aspiration in worthwhile work and recreation. Work is particularly important in satisfying group and emotional needs. The disabled person in the right job is often outstanding because he values his job even more than the able-bodied.
The patient should come first in medical care and the general practitioner can do much to ensure that this is so. It is always rewarding to promote the inner resources of the patient for self-help.
Prevention
The general practitioner should be active in preventing disability. Primary prevention (e.g. by diet, regular exercise, or elimination of smoking) will combat some causes of disability. Planning ahead, speedy treatment and early rehabilitation (e.g. in coronary thrombosis, fractures, strokes) will limit the extent of disability by secondary prevention. Support and services provide tertiary prevention of disability by reducing deterioration and improving established disability. All require to some extent an alteration in behaviour, and primary prevention is dependent on the alteration of ingrained habits: this remains difficult but it is not impossible. Functional assessment is usually based upon activities of daily living (ADL) such as the ability to dress, wash, manage personal toilet and move from place to place. Each activity can be 'structured' or formalized; and having established a standard set of daily living activities it is possible to devise a nominal scale of scoring according to the patient's independence (Carroll 1968 ). Such tests, when carefully structured, give consistent results and are a good method of assessing changes in performance as, for example, before and after reconstructive surgery, or during the early rapid recovery after a stroke. But they suffer from many defects (Townsend 1962) . After a period of rehabilitation a patient may achieve considerable improvement in social activity, with no change in ADL score. Furthermore, the test situation itself adds to the problem of scoring and interpretation: the fact that a patient performs well in a test situation is no indication that he will continue to do so when away from the hospital and it is difficult to relate the significance of one activity to another.
A different approach to functional assessment is to develop a-series of test activities involving the basic movements of limbs and trunk, and grading these by resistance, or weights, or difficulty of manoeuvre (Jeffreys et al. 1969 ). Such tests have the attraction of simplicity and reproducibility, but they suffer from the same defects as the ADL tests as regards their value in assessing the patient's true disability and capability. Bennett et al. (1970) and Garrad & Bennett (1971) have developed the concept of disability based on appreciation of inability to perform the essential activities of daily living and show that structured interviews can be accurate and reproducible. But unless this type of survey is closely correlated with a clinical and functional assessment, it can make no real estimate of functional potential.
In the rehabilitation of the physically disabled, assessment, treatment and training become inextricably intermingled (Nichols 1971) . In effect, we set up a battery of structured tests based on activities of daily living, and then, when patients fail the test, we begin to devise methods whereby they can pass it. We employ aids or appliances, change their technique, or institute appropriate therapeutic measures. If the activities are essential for independence, then it is necessary to train the patients, or to provide the necessary means for them to achieve these activities.
By ensuring that the activity is one which the patient wants to perform we are ensuring that the incentives are there to achieve the desired functional result. In this way we are employing the patient's motivation to increase his functional capability. Rehabilitation activities, in this sense, must have a motivational basis, whether vocational or nonvocational, provided the patient understands and agrees the purpose of the rehabilitation activity.
Reappraisal of the clinical situation may lead to a completely new level of functional activity; for instance, a patient with residual paralysis from pofiomyelitis was referred for the provision of arm splints, but the supply of an intermittent positive pressure respirator reversed her hypoxia and increased her functional capabilities. Conversely, in a clinical situation of inevitable deterioration it may be possible to achieve considerable improvement in functional competence by aids and appliances.
Case 1 A man with muscular dystrophy first diagnosed in early childhood has led a wheelchair existence from the age of 12 years. He had four years in a school for the physically handicapped which failed to train him for open employment and he entered a residential home at the age of 17 years. Ten years later a combination of detailed assessment, an enlightened local authority, the provision of sophisticated equipment and much local goodwill has led to a complete reversal of his status. He has been living on his own in a specially adapted flat, working full time for about six years, and now works full time for the Treasurer's office of his own local authority. Physically he is quite incapable of achieving a score on any of the conventional ADL score sheets, but he is (admittedly with support) actively employed and a taxpayer! The difference between clinical and sociological assessment goes very deep. The clinical one is usually pragmatic, the sociological one is often idealistic. Perhaps the most important attribute of a person developing a physical ability is mental resilience and adaptability.
We are all aware that some individuals with a gross disability are functionally independent, whereas others with mild lesions remain considerably disabled. All of us who work in the general field of physical rehabilitation are keenly aware of the importance of 'motivation' but are unable to define or evaluate it. The key assessment is often the behavioural or psychological one.
The clinical psychologists can help considerably, but many of the standard test batteries are not suitable for the physically disabled. Many of the questions relate to activities which are irrelevant for physically handicapped patients and suitable tests may have to be devised or adapted.
Any illness, such as rheumatoid arthritis, which causes widespread disability and physical frustration, may be accompanied by personality changes (Ward 1971). Surridge (1969) and Jambor (1969) showed that many patients with multiple sclerosis cannot respond to a rehabilitation programme, and to persist with one is frustrating to patients, relatives, and rehabilitation personnel. There is evidence that personality changes (Solomon & Moos 1965) impede progress and lessen response to treatment. But there are clear indications that when a mature person becomes disabled reaction to disability depends on personality structure before disablement. Parental attitudes play an important part. Furthermore, it is doubtful whether there are many variables which distinguish between groups of people with different physical disabilities: but there are wide variations in personality and motivation within each disability group (Davidson 1968 ).
There is clearly a need for more work to establish a range of tests which will cover mental control, information recall, reasoning ability, vocabulary and personality. They need to be in a much shorter form than the conventional ones, for the severely disabled often fatigue quickly.
They need to be simple to administer and to demand little manual dexterity on the part of the patient, as many severely disabled will be unable to handle some of the test material. There are some indications that techniques which have not yet been fully explored may be particularly applicable to the physically handicapped (Fransella 1968).
Thus the assessment of physical disability is a complex exercise which can only be undertaken in the context of the clinical situation and the social background. Physical handicap and social handicap are separate problems, and assessment must take into account the psychological and mental status of the patient. We now need a combined approach in considerable depth so that the clinical features, functional possibilities and the actual social achievement can be correlated. Mr Maurice G Speed (Cheshire County Council Social Services Department, Commerce House, Hunter Street, Chester, CHI ISR)
Towards a Comprehensive Service
In Parliament over the last twelve months regular questions have been put to Sir Keith Joseph urging him to press authorities to move more quickly in the implementation of the Chronically Sick and Disabled Persons Act, 1970; there has been public demand that services should be developed as quickly as the Act was produced.
Although the 1970 Act will show tremendous results over a period of years, it cannot give instant social services for the disabled. I propose first to mention some of the things that my authority has done to implement the 1970 Act and secondly to look at one case which may demonstrate some intractable problems.
The Act asked local authorities to do five main things: (1) identify the handicapped and assess their needs; (2) advise the handicapped of the resources and services which are available; (3) provide a full range of services; (4) improve access to public buildings; and (5) involve the disabled in the planning and development of services.
The national survey indicated that there were probably 20 000 impaired people in Cheshire, of whom 10000 should be severely disabled, but only around 6000 had been registered. A houseto house survey in a population of 20 000 failed to identify more than 60% of the anticipated numbers of the handicapped, suggesting a continuing reluctance to admit that there was a physically handicapped person in the family. In a comparable area we approached general practitioners, hospitals, health visitors, district nurses, home helps, social security and voluntary organizations. This method produced almost the expected number of handicapped people, and will now be used for the whole county.
With all the services in short supply, the general policy has been to identify the most severely handicapped and develop services for them. In terms of publicity we recognized that the disabled cover a wide social range and that as a group they would wish to make decisions about themselves. Leaflets specify in particular the criteria for claiming a service; written criteria allow decisions to be challenged but seem preferable to requiring social workers to decide each case on its merits. Printed leaflets for all of the services were circulated widely and especially to the health service. There is an obvious danger in wide publicity for services which are nonexistent or in short supply. Publicity helps to identify needs, but it can also raise unrealistic expectations that all services are available.
During the last twelve months there has been development: 200 telephones have been installed, with 400 planned for next year. No funds will be available for televisions, because our local survey showed that nearly 90 % ofphysically handicapped people had access to television sets, compared with something less than 10% who had access to a telephone. One residential home is planned for 1973/74 and another for 1974/75; three day centres are operational and five more are being built. It is, nevertheless, dangerous to erect more buildings before we have been able to make an evaluation of the prototypes.
In anticipation of increased demands for structural alterations to dwelling houses, expenditure is programmed to increase in two years from £30 000 to £80 000. The County Architect in Cheshire has allocated one architect full-time for this work. These adaptations proceed slowly because of the essential need to consult the handicapped person at every stage.
When disabled persons were co-opted to area committees, it was discovered that few local council chambers were accessible to someone in a wheelchair. In fact, people in wheelchairs had been disenfranchised from membership of any local authority in Cheshire, with three notable exceptions; this is to be changed. This experience in itself justifies co-opting disabled people but we believe that all services are likely to be more practical, relevant and acceptable if we seek advice from the disabled, and if they are involved in our decision making.
To sum up, we need specialized buildings, which cannot be put up in a hurry, and qualified staff, who cannot be trained quickly.
I should now like to demonstrate a family problem which typifies the difficulties of the
